So many different treatments have been advocated for anxiety states that it is tempting to conclude that none has any specific effect. This argument has been put forward most convincingly by Professor J D Frank who has identified therapeutic factors that are shared by many kinds of psychological treatment'. In the treatment of anxiety disorders he has emphasized three elements: first the 'professionalism' of the therapist, that is his appearance of knowledgeability and competence together with his ability to reformulate the symptoms in a reassuring way; second, the security of the treatment setting; and' third the cathartic effect of talking about feelings to a sympathetic listener2. It is implicit in Frank's analysis that in order for any psychological treatment of anxiety disorders to be regarded as individually useful, it must be shown to have more effect than a treatment that relies solely on these shared factors.
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There is, however, another explanation for the finding that many forms of psychological treatment for anxiety disorders seem to produce comparable results. Anxiety disorders are heterogeneous and it is possible that different kinds of anxiety neurosis require different treatments. If that were the case, no differences would be found in a study which compared treatments applied to a mixed group of cases. It is appropriate, therefore, to consider briefly the classification of anxiety disorders.
The system used in the UK for the classification of anxiety disorders is rather different from that in the United States. DSM III, which is used in North America, contains several more categories for classifying anxiety neuroses than does ICD 9 which is used in the United Kingdom. Nevertheless, the same broad distinctions are made in the two systems between acute reactions to stress versus persistent disorders; and cases with, versus those' without, phobic avoidance. DSM III makes an additional distinction between cases with and without panic attacks. These three criteria and other considerations indicate that 5 groups of anxiety state should be considered: (1) acute reactions to stressful events;
(2) chronic disorders with phobic avoidance; (3) generalized anxiety neuroses; (4) cases with panic attacks; (5) anxious personalities.
Psychological treatment of acute reactions to stressful events
There is general agreement that most acute reactions to stressful events subside quickly with no more than supportive treatment. The soundness of this belief was confirmed recently by the results of a study carried out by Catalan and colleagues in Oxford3'4. In this investigation, general practitioners selected 91 patients with symptoms of recent onset whom they would normally have treated with an anxiolytic drug. All were diagnosed with the PSE/CATEGO system, and 85% met GHQ criteria for a 'case' at the start of treatment. Patients were allocated randomly either to anxiolytic medication or to brief counselling without medication. The outcome of the two groups did not differ on a wide range of psychiatric and social assessments, nor did their use of non-prescribed drugs or alcohol. At the end of treatment only 40% met GHQ criteria for a case, and six months later only 30%. A further important finding was that the doctors needed to spend on average only about 10 minutes with each patient in the counselling groupno longer than the average time spent with the drug group.
Catalan and his colleagues examined a wide range of possible predictors but they found only two that were effective. Patients with more severe symptoms or more severe social problems were less likely to improve with either treatment. It can be concluded that it matters little what is done for mild reactions to stress, but that severe reactions need more than supportive treatment. It is the treatment of the various kinds of severe case that I shall consider next, starting with phobic disorders.
Psychological treatment of chronic anxiety disorders with phobic avoidance
There is now wide agreement that the best psychological treatment for cases with phobic avoidance is exposure to situations that have been avoided, presumably because avoidance interferes with the natural processes by which anxiety reactions are terminated5. It is less certain whether it is necessary to direct treatment to -specific symptoms as well. Such treatment would be needed if, as seems plausible, phobic patients are caught in a vicious circle in which they worry about their symptoms and about the reactions of other people (who they expect to think badly of them); and these worries lead to further symptoms of anxiety. One of our studies throws light on this issue.
In this investigation exposure was combined either with relaxation and symptom management techniques (under the name of anxiety management) or with a nonspecific procedure. Symptom management has several components: an explanation of the origins of anxiety, training in self-distraction from cues for anxiety, and practice in repeating rational arguments designed to overcome irrational ideas such as fears of fainting or the notion that other people will ridicule the patient for seeming anxious. The comparison group received exposure with a nonspecific psychological procedure in which patients were asked to follow any associated ideas that arose when they were thinking about their problems. This procedure was known from a pre-Journal ofthe Royal Society of Medicine Volume 79 Aptil 1986 231 vious study6 to be accepted by phobic patientsas likely to be helpful; and it contains the nonspecific elements of anxiety management without any of the specific procedures.
Patients with social phobic neurosis were allocated randomly to three groups of 15: the two treatment groups and a waiting-list group. Both treatment groups improved significantly more than the waiting list group. However, at the end of treatment there was no overall difference between them, although the group receiving anxiety management had improved more on measures of the central cognitive symptom of social phobia -the 'fear of negative evaluation'. Six months later the picture had changed:' the group receiving anxiety management had improved more than the other treatment group on four additional measures and, importantly, no patient in this group had requested additional treatment whereas 40% of the other group had done so. It seems reasonable to conclude that the greater improvement at follow up in the group receiving anxiety management is related to two things: first the skills they had learnt in controlling symptoms of anxiety, and second the improvement in their fears of being evaluated negatively by other people. That this finding is not restricted to social phobia is suggested by the results of our follow-up study of agoraphobic patients who had received one of several kinds of behavioural treatment. Relapses were less in patients receiving a treatment in which exposure and anxiety management were combined, than in those receiving exposure treatment without this additional element7.
It can be concluded that although exposure is a powerful way of initiating the natural processes of recovery from phobic disorders, the addition of anxiety management reduces the risk of relapse, presumably by changing the way in which the patient responds to the onset of symptoms when he encounters new stressful' s'ituations. In particular, anxiety management can be expected to'break the vicious circle in which symptoms cause worry and worry leads to more symptoms.
Psychological treatment of generalized anxiety neuroses
There is less agreement about the best treatment for patients with generalized anxiety than there is about therapy for those with phobic anxiety disorders, and the greater part of the dispute concerns patients who experience panic attacks. Thus, although it is still not certain whether patients' with panics constitute a separate group or merely represent a more severe degree of generalized anxiety disorder, it is convenient to consider the two kinds of patient separately. I shall start by discussing the treatment of patients who do not experience regular panie attacks.
For generally anxious patients without panic attacks there are two main alternative approaches to psychological treatments: a form of psychotherapy or a cognitive behavioural treatment. I shall not attempt a systematic account of the psychotherapeutic treatment of generalized anxiety neurosis, but simply summarize the matter as follows (following Horowitz8). Treatment focuses on the ways of thinking that generate anxiety in situations which other people do not find threatening, and on the origins of these ways of thinking in past experi-ence. Such treatment may include the interpretation of thought content, either in symbolic terms or as a reflection of experience in earlier years. Attention is often focused on ideas and feelings that are-disowned or denied, and on -conflicts between present rela'tionships, wishes and values. It will become apparent that some of these procedures are quite similar to methods used in cognitive behaviour therapy. To date there has been no report of a satisfactory clinical trial of this form of treatment for generalized anxiety neuroses.
Of the several kinds of cognitive and behavioural treatment that have been tried, the simplest is relaxation training. This procedure produces short-term reductions in anxiety9, but it has not been shown to bring -about lasting improvement in patients with generalized anxiety neuroses. For this reason, more elaborate forms of treatment have been devised, of which the one of most current interest is a form of symptom management. Like the anxiety management used for phobic disorders, this treatment helps the patient control symptoms thereby avoiding secondary elaborations of anxiety due to 'fear of fear'. Relaxation is used, an explanation is given of the origin of the various symptoms, and two symptom management skillg are taught. These are: distraction to interrupt trains of anxiety-provoking thoughts; and the-practising of reassuring thou-ghts to counterbalance anxious ones.
Most published studies of symptom management for generalized anxiety neuroses concern mild and short-lived states of anxiety rather than established anxiety neuroses and, as pointed out already, most of these cases recover spontaneously. We have carried out two investigations of the effects of symptom management in chronic anxiety neuroses. The first enquiry10 was uncontrolled-and intended merely to assess the feasibility of using these methods with 15 chronically anxious patients who were unable to stop taking benzodiazepines. Anxiety was -reduced after' treatment in 10 of the 15 patients, and 12 reduced their consumption of benzodiazepines.
In the second investigation1' the effects of treatment were assessed by comparing changes during treatment and a waiting period of variable length. Twenty-seven patients were allocated randomly to three groups which waited either two, four, or six weeks for treatment.' No group changed significantly during the waiting period; in all three groups anxiety diminished significantly during treatment, and this improvement was maintained during the three4 months of-follow up. -At the same time patients reduced by 600% the amount of anxiolytic drugs that they were taking. The extent of change can be judged most readily from changes in scores on the Leeds Self-Assessment Schedule'2 because this schedule has a cut-off score between the scores of normal subjects and anxiety-state patients. The mean scores of our patients were considerably elevated before treatment; 'afterwards they approached but did not quite reach the cut-off score.
A further controlled trial is being-carried out at present.
Beck's cognitive therapy for anxiety neurosis concentrates on one of the targets of anxiety management: changing anxious thoughts and the assumptions on which they are based. Beck 'uses special measures to identifyand challenge anxious thoughts as well as the assumptions that underlie these thoughts. The procedures are closely similar to those used in the well-known cognitive therapy for depression'3. However, there are two important differences. The first is that special steps are taken to identify anxious thoughts. There are three reasons why anxious thoughts are more difficult to identify than depressive thoughts"4. First, anxious patients are not usually anxious during treatment sessions, and because retrieval of memories is state-dependent they find it difficult to recall anxious cognitions. Second, cognitive avoidance of anxiety-laden cognitions has the same effect. Third, anxious cognitions are often very brief. For these reasons Beck uses special methods to elicit anxious cognitions, including the use of imagery and diarykeeping during exposure to stimuli for anxiety. The second difference from the cognitive therapy for depression is that assumptions are dealt with earlier in treatment, because it is assumed that they play an even more central role than they do in depression. Although Beck has described his treatment in detail'5 and Clark'4 has published preliminary results, no controlled trial has been reported. For this reason it is not known whether the results are better than those of the simpler procedures of anxiety management which I have described.
Psychological treatment of patients with panic disorder As already stated, the term 'panic disorder' is used here without subscribing to the view that cases with panic attacks are qualitatively rather than quantitatively different from other cases of anxiety neurosis. At present it is widely believed that these cases have a basis in a physiological or biochemical rather than a psychological disorder, but the evidence can be interpreted equally well in another way. It is this alternative psychological hypothesis that will be considered here. This hypothesis'6 supposes that panic attacks arise through cognitive processes. A vicious circle is thought to occur in which some stimulus leads to symptoms of autonomic arousal (e.g. palpitations) and these symptoms provoke further anxiety because the patient fears their consequences-for example, he fears an impending heart attack. The hypothesis suggests that panic attacks would diminish if these secondary fears could be reduced. The vicious circle is similar to that proposed for generalized anxiety neuroses without panic, but it is thought to be more pronounced because panic patients are particularly likely to have fears of physical symptoms.
To reduce the secondary fears it is necessary to demonstrate to the patient that the symptoms do not mean that he is at risk. To achieve this requires a safe, simple and reliable way of reproducing symptoms repeatedly. Of the various methods that could be used, hyperventilation is particularly appropriate. This is because hyperventilation is safe and can be repeated easily; and because it can be presented to the patient as one of the mechanisms by which symptoms can arise in anxiety attacks. Other ways of provoking anxiety symptoms, such as lactate infusions or injections of yohimbine, do not have these advantages. The procedure using hyperventilation differs from simple training in controlled breathing in that the emphasis is placed on re-evaluating the anxious thoughts that accompany the physical symptoms induced by overbreathing.
Clark and his colleagues have carried out two studies of this cognitive-behavioural treat-ment17'18. Both studies compared change during the treatment period with that during a baseline period, rather than with the progress of a comparison group. In both studies patients did not change significantly during the baseline period, showed a marked and significant reduction in the frequency of panic attacks in the course of treatment, and maintained this improvement during follow up. Clearly, these findings need to be verified in a comparative trial in which patients are allocated randomly to the cognitive procedure or another method, but the extent of the changes observed certainly suggests that psychological processes are an important cause of panic attacks.
Psychological treatment of patients with anxious personalities Some patients experience anxiety in a wide variety of situations, and their anxieties are closely related to personality and the way of dealing with everyday social situations. Most clinicians regard these patients as suitable candidates for dynamic psychotherapy: some prefer a behavioural approach including assertive training and the learning of problem-solving skills; others advocate cognitivebehavioural methods of the kind I have described already. Little is known of the results of these treatments, which will not be considered further here.
Conclusion
It can be concluded that satisfactory psychological methods already exist for the treatment of acute anxiety reactions, phobic disorders, and the less severe form of generalized anxiety neurosis. However, more research is needed to determine the best treatment for severe anxiety neuroses with panic attacks, and for cases in which the main problem is an anxious personality. An encouraging general conclusion from a review of this topic is that progress is being made in matching specific procedures to particular kinds of disorder. It is becoming less easy to maintain that nonspecific factors such as the instillation of hope are the sole agents of change in the psychological treatment of anxiety disorders.
